Clinical research on multiple lacerations of perineum or buttock is sparse and rare so limited to case reports. But a missed rectal injury combined bladder or vessel can have devastating consequence. Although it is generally known that it should be treated accompanying with diverting ileostomy or colostomy, the aim of this case is announce the possibility of management of perectal injury without diversion. [ J Trauma Inj 2017; 30: 55-58 ] 
I. Introduction
Clinical research on multiple laceration of perineum or buttock is sparse and rare so limited to case reports. But a missed rectal injury combined bladder or vessel can have devastating consequence. The aim of this case is to provide reminding clinical feature with a review of the literature and provide possibility of management not accompanying with diversion unlike generally known treatment.
II. Case Report
A 35-year-old male patient presented to the emergency room with gross perirectal bleeding. The pain of Vas score was 5 initially. He was looked well and hemodynamically stable. The patient had no underlying disease or previous operation history. He admitted 2 hours after fall down 2 m following window repair. Patient was stabbed dirty railway remnant told. On physical examination he had three perianal lac-eration on 2, 6 and 7 o' clock. The most deep wound was 6 o' clock including ischio-rectal and ischio-anal soft tissue inward (Fig. 1 ). The outstanding feature was flap-door like and lack of middle skin (diameter 3×4 cm) ( Fig. 2) . He had a flat abdomen and there was no tenderness or rebound tenderness. Laboratory data showed neither leukocytosis nor anemia. Chemistry and hemostasis laboratory data were within a normal limit. A CT scan performed on the patient revealed mild soft tissue defect except coccyx fracture and avulsion ( Fig. 3, 4 ). That showed no abnormalities in the intra-peritoneal and nearby organ. The patient was put on anti-tetanus toxoid and prophylactic broad spectrum antibiotics intravenously. Immediately emergency operation was performed under spinal anesthesia. The treatment was consisted of massive saline irrigation and tissue debridement. The deepest wound of 6 o' clock was reconstructed by advancement skin flap including skin and subcutaneous fat area. FAST was not performed. ISS score was 1 limited to lower extremity area. According to Abbreviated Injury Scale 2008, it had to be regarded as grade I. There was no perirectal fistula on digital examination ( Fig. 5 ). Patient did not complain of incontinence and urinary distention.
Three silastic Penrose drain were inserted into wound with wearing a diaper for 2 weeks (Fig. 6 ). Oral feeding was started on postoperative day 1. Patient did not show fever or hemodynamical instability. We have used broad spectrum intravenous antibiotics for 7 days to prevent unidentified spillage of feces from colon (Piperacillin+ Tazobactam 4.5 g IV q 8 hr+ metronidazole 500 mg IV q 8 hr) After 2 weeks, reoperation was performed on the grounds necrosis and wound drain removal under local perianal block ( Fig.  7 ). Necrotic wound was as little as possible while surgery to remove and inserted Povidone-iodine wet gauze ended. 10 days later reoperation was performed for wound repair 2 days later third surgery patient discharged by reason of holidays. In outpatient 3 weeks after he was not appealed wound scar over other specific functional disorder).
III. Discussion
Multiple perirectal laceration to the buttock and anus is common as a serious diagnostic and treatment concern in emergency department. But clinical research on perirectal laceration to the buttock is not common (1) A missed rectal injury can have devastating consequences so meticulous examination and treatment 
IV. Conclusion
Blunt and penetrating injuries to the rectum and anus are uncommon, but often have severe associated injuries. Attention to life-threatening injuries and stabilization is the first priority. The management of perineal injuries should be individualized according to the clinical status and severity of injury. In the absence of shock, associated injuries, or gross fecal soiling, primary colostomy, presacral drainage, and broad spectrum peri-operative antibiotics are considered as treatment of choice. However, if there is no underlying disease or risk factors forwound infection, a primary suture can be attempted while maintaining only the wound drainage.
